BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checkli st.pdf) and are provided with free text boxes to elaborate on their assessment. These free text comments are reproduced below.
This brings me to my first comments 1) the expression of cancerdementia puzzles me -I'm not native in English (as you well understand) but it leads my thoughts to a dementia diagnosis that has started with cancer (these forms exist) and there could also be a risk that we diminishes dementia in this context -What comes first? What is most outstanding -cancer or dementia? I prefer for example that dementia coexists (as in reference #6) 2) the patients with dementia participating in this study are described in few details. Without information of type of dementia diagnosis, functional level in combination with cancer diagnosis and its specific treatment and prognosis the sample is treated as a homogenous group -and the findings needs to be interpreted with caution. What is the difference to a consultation regarding diabetes? Of course there are differences (One/or some of the participants in this study had head and neck cancer, which usually change the look etc), but as it now stands, for example "Taking more time" is most relevant in other contexts as well. The authors are discussing the cancer care pathway -at what stage of the treatment was the interview conducted (palliative or curative treatment?) I agree with the authors that the "analysis relied predominantly on informal caregiver" (pg 22) and would say, on HCPs as well. The voice of the patient with dementia is rather silent. How was the interviews organised? It is unclear if the HCPs are "connected" to a specific patient. I noted that the HCPs mainly talk about the situation in more general terms, which could depend on the mix of professions at the cancer centre. I suppose the clinical nurse specialist is closer to the patient that the Registrar -they have different roles in relation to information needs.
Were the field notes transcribed and analysed?
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GENERAL COMMENTS
This is a valuable research topic area and the researchers have done it justice by the breadth of information obtained from participants and the depth of analysis and finding presented. I would recommend this paper for publication, after a few suggestions have been taken on board.
The background is succinctly presented and sets out a compelling case for the research questions. Despite having worked in dementia research for a number of years, and having come across many participants with both dementia and cancer, I am surprised how little research has been undertaken about the needs of this sub-group. From existing research we know 2 things: (1) decision-making can be challenging for people with dementia, with the support of a carer welcome; and (2) carers can find the responsibility of enabling their relative with dementia to make a decision stressful.
Together, supporting a relative with dementia to decide about cancer treatment options can potentially be even more stressful, and better understanding on how best to support both people with cancerdementia and carers would be hugely useful. This paper sets out ways to do that.
Many of the salient issues are covered when the Method section is described. Some omissions are obviously authors' prerogative, but I would recommend more detail to be added regarding why participants were included, "regardless of capacity to consent" -in it's current form, this sounds a highly unethical method of including participants who may not be sure of what they are consenting to. This needs to be rewritten and better explained. More detail about the interview topic guide would be useful, especially the qualitative detail around it, such as the prompts used, and whether emotive questions such as beliefs and attitudes were explored.
Methodologically, I feel the authors need to choose either framework analysis or thematic analysis as both have different starting points. While framework analysis is essentially a "top down" or deductive approach, where the starting point is the questions asked during the interviews; thematic analysis is more data driven, "bottom up" or inductive and the starting point are participants' responses. The two are rarely used in conjunction.
The findings themselves were very interesting and presented a pathway into care and the interaction of dementia and cancer along this pathway. The data gathered is obviously very rich and shed light on some unique issues. However, I struggled with the flow of it and found the general presentation of the findings quite chaotic. I would have preferred the layout to be explained -currently, each theme including text, quotes, and then followed by a box with yet more examples makes for clunky reading. It also makes it quite difficult to follow the thread of what is being discussed. In some cases (Box 2), the examples in 1 theme did not relate directly to what was presented in the text for the same theme, and was not explained in greater detail either. Numbering of themes and presenting the whole framework at the start would have made it clearer. However, I would also recommend paring down some of the Boxes -it is tempting all of the rich data, but trimming down to produce a more concise paper would be beneficial.
Despite the chaotic presentation, I found the findings fascinating and highly relevant to publish. A little more discussion on discrepancies (if any) between views of different participant groups would be useful. The discussion is concise and discusses the principal findings succinctly. Strengths and limitations of the study are clearly discussed. A short sentence about what further research could be undertaken would be a strong concluding statement. Overall, I would recommend this paper be published with minor revisions. The topic area is important, the data is rich and findings have been thoroughly analysed. I would encourage the authors to consider whether their approach was inductive or deductive and whether framework or thematic analysis better guided their approach. The findings section of the paper could be rewritten to be presented in a more coherent format, so that the information presented was succinct without losing its richness. We would like to thank Reviewer 1 for the positive feedback.
VERSION 1 -AUTHOR RESPONSE
2. The title is somewhat clumsy in aggregating three multi-word terms, it might be simplified.
Thank you for highlighting this point. We feel that it is important to demonstrate to readers that we asked participants about information needs in relation to cancer rather than dementia and feel it is therefore appropriate to retain the multi-word 'cancer-related' we have omitted the hyphen from 'decision making' and changed multi-perspective to multiple perspective to simplify the title (page 3, lines3-6).
3. The last sentence in the "results" paragraph of the abstract is unclear -what is "involvement from staff..."?
Thank you for illustrating the need for more clarity in the abstract. Oncology healthcare professionals discussed the need for involvement from staff that has particular expertise in supporting people with dementia within the healthcare system; they particularly discussed this in the context of cancer treatment decision-making. Therefore, we have amended the abstract accordingly to provide clarity (page 4, lines 39-41).
4. "It is difficult to assess their level of understanding" is strictly speaking not supported by the results.
Thank you for pointing this out, we have amended the sentence to be clearer in conveying our intended meaning regarding caregiver support during decision-making. This is on page 4 lines 44-46 of the abstract.
5. p3 -as strengths&limitations are mentioned in the discussion section, I would omit it here Thank you for this consideration. The strengths and limitations section is a requirement for this journal; therefore we will need to keep this in the manuscript.
6. background section: a bit too lengthy, could be shorter Thank you for this comment. We have looked at the introductions of qualitative studies recently published manuscripts in BMJ Open which have word count a range 332-1138 words (average across the 5 studies was 611words). Our introduction is 614 words long therefore we feel it is acceptable to maintain this length; Reviewer 3 commented that the introduction was presented succinctly.
7. thank you for the accurate description of analysis methods/theoretical framework Thank you for this positive comment.
8. findings section: The overall structure (4 themes -10 sub-themes) is very helpful, but placing additional quotations in tables (as opposed to the quotations in the main text) is confusing. As this section is already very full of examples, the tables seem redundant. Again -a wonderful contribution.
Thank you for your helpful comment about the presentation of our study findings. We felt that the additional quotes would be useful in a published manuscript as an easy way to illustrate our main themes. However, upon reflection and based on both your and Reviewer 3's comments; we have decided to remove these tables in order to add in a table to demonstrate the thematic framework upfront before presenting the themes/sub-themes in detail. The thematic framework can be found in Table 2 on page 11, lines 2-30 .
Reviewer 2 Reviewer Name: Ingrid Hellström Institution and Country: Linköping University, Sweden Please state any competing interests: None declared 1. This is an interesting study in an important and hopefully emerging research area. It is a wellwritten paper and easy to follow. As the authors write, globally, we have an ageing population and the increase in the numbers of people living with dementia is often stressed, but seldom with cancer in the equation, despite that cancer is related to advanced age as well.
We thank Reviewer 2 for these comments 2. This brings me to my first comments 1) the expression of cancer-dementia puzzles me -I'm not native in English (as you well understand) but it leads my thoughts to a dementia diagnosis that has started with cancer (these forms exist) and there could also be a risk that we diminishes dementia in this context -What comes first? What is most outstanding -cancer or dementia? I prefer for example that dementia coexists (as in reference #6)
We agree that conditions coexist however given that we wanted to define the participant group succinctly with the confines of word limits, we chose to refer to patients with a diagnosis of cancer and dementia as cancer-dementia. We were primarily exploring the experiences of cancer-related information and treatment decision-making for cancer in the context of co-existing dementia, and dementia-cancer could equally diminish the cancer. Our recruitment strategy began with identifying individuals attending a cancer treatment hospital and then identifying those with a co-existing dementia diagnosis. We have clarified amended a sentence in the background where cancer and dementia is first mentioned to provide clarity on the terminology used in this paper (Page 6, Li nes 19-21).
3. 2) the patients with dementia participating in this study are described in few details. Without information of type of dementia diagnosis, functional level in combination with cancer diagnosis and its specific treatment and prognosis the sample is treated as a homogenous group -and the findings needs to be interpreted with caution.
Thank you for allowing us to provide clarity about this point. As we had a small sample and there are relatively few cancer treatment centres in the North West of England, we were conscious of protecting the anonymity of the participants. For example, we did not expect to have a participant who had both a rare form of cancer and cancer treatment as well as a rare form of dementia. A sentence explaining this has been added to Page 10, lines 6-8.
4. What is the difference to a consultation regarding diabetes? Of course there are differences (One/or some of the participants in this study had head and neck cancer, which usually change the look etc), but as it now stands, for example "Taking more time" is most relevant in other contexts as well.
Thank you for this comment. We agree that "taking more time" is relevant in other contexts beyond diabetes or cancer. Therefore we have added a sentence into our discussion on page 25, lines 18-23.
The authors are discussing the cancer care pathway -at what stage of the treatment was the interview conducted (palliative or curative treatment?)
We have provided clarity about the types of treatment that each patient participant underwent and at which point in the pathway that the interview took place. This can be found on page 10, lines 3-12.
6. I agree with the authors that the "analysis relied predominantly on informal caregiver" (pg 22) and would say, on HCPs as well. The voice of the patient with dementia is rather silent. How was the interviews organised?
Thank you for pointing this out, we have included more detail on the conduct of the interviews on page 9, lines 40-49.
7. It is unclear if the HCPs are "connected" to a specific patient.
Each HCP invited to participate were from a patient within our sample's clinical team. This has been made clearer within the methods on page 7, line 55.
8. I noted that the HCPs mainly talk about the situation in more general terms, which could depend on the mix of professions at the cancer centre. I suppose the clinical nurse specialist is closer to the patient that the Registrar -they have different roles in relation to information needs.
Thank you for this comment; we have added a sentence about this into the discussion (page 24, line 49-55) including a suggestion for further research to help develop this possible explanation for our findings.
9. Were the field notes transcribed and analysed?
Thank you for pointing out this discrepancy, the field notes were used to contextualise the data collection for the researcher to discuss with the wider team; however in the two patient participant where the interview was not audio-recorded, the field notes were transcribed and included in the analysis; this detail has been added on page 9, line 6. This is a valuable research topic area and the researchers have done it justice by the breadth of information obtained from participants and the depth of analysis and finding presented. I would recommend this paper for publication, after a few suggestions have been taken on board.
The background is succinctly presented and sets out a compelling case for the research questions. Despite having worked in dementia research for a number of years, and having come across many participants with both dementia and cancer, I am surprised how little research has been undertaken about the needs of this sub-group. From existing research we know 2 things: (1) decision-making can be challenging for people with dementia, with the support of a carer welcome; and (2) carers can find the responsibility of enabling their relative with dementia to make a decision stressful. Together, supporting a relative with dementia to decide about cancer treatment options can potentially be even more stressful, and better understanding on how best to support both people with cancer-dementia and carers would be hugely useful. This paper sets out ways to do that.
1. Many of the salient issues are covered when the Method section is described. Some omissions are obviously authors' prerogative, but I would recommend more detail to be added regarding why participants were included, "regardless of capacity to consent" -in it's current form, this sounds a highly unethical method of including participants who may not be sure of what they are cons enting to.
This needs to be rewritten and better explained.
Thank you highlighting that we should provide clarity over the meaning of 'regardless of capacity to consent'. As we wanted to give people the opportunity to voice their experiences in a way that is meaningful to them, we hope that we have made our process of recruitment clear on page 7, lines 43-52. We also added the following article which is cited on page 50, lines 51-54 of the reference list: Murphy K, Jordan F, Hunter A, Cooney A, Casey D. Articulating the strategies for maximising the inclusion of people with dementia in qualitative research studies. Dementia 2014;14(6):800-24 doi:10.1177/1471301213512489
2. More detail about the interview topic guide would be useful, especially the qualitative detail around it, such as the prompts used, and whether emotive questions such as beliefs and attitudes were explored.
We have added more detail about this on page 8, lines 30-39. Given that our patient participants had quite individualised experiences given their different cancer and dementia diagnoses, the interview schedule was adapted according to communication difficulties and according to memory.
3. Methodologically, I feel the authors need to choose either framework analysis or thematic analysis as both have different starting points. While framework analysis is essentially a "top down" or deductive approach, where the starting point is the questions asked during the interviews; thematic analysis is more data driven, "bottom up" or inductive and the starting point are participants' responses. The two are rarely used in conjunction.
Thank you for highlighting the need for clarification on how we analysed our dataset. Within the methods section of our manuscript, we referred to the paper Using the framework method for the analysis of qualitative data in multi-disciplinary health research published by Nicola Gale and colleagues in BMC Medical Research Methodology, 2013 13:117 (http://www.biomedcentral.com/1471 -2288 which proposes that the Framework Method of data analysis may be used regardless of inductive/deductive approach '…the tool itself has no allegiance to either inductive or deductive thematic analysis' (page 3). We have therefore amended the sentence describing our analysis on page 9, lines 8-10 and in the abstract (page 4, line 18-19), which hopefully provides clarity on our approach using Braun and Clarke's thematic analysis.
4. The findings themselves were very interesting and presented a pathway into care and the interaction of dementia and cancer along this pathway. The data gathered is obviously very rich and shed light on some unique issues. However, I struggled with the flow of it and found the general presentation of the findings quite chaotic. I would have preferred the layout to be explainedcurrently, each theme including text, quotes, and then followed by a box with yet more examples makes for clunky reading. It also makes it quite difficult to follow the thread of what is being discussed. In some cases (Box 2), the examples in 1 theme did not relate directly to what was presented in the text for the same theme, and was not explained in greater detail either. Numbering of themes and presenting the whole framework at the start would have made it clearer.
Thank you for providing us with constructive feedback on the presentation of our findings. As we had the additional text boxes, we were limited (journal format requirements) on the number of included tables allowed within the manuscript.
On reflection we agree that the results could be made clearer to the reader and we have added in a Table (Table 2) to provide an overview of the thematic framework on page 11, lines 2-30. In addition, we have numbered each thematic heading and sub-theme heading throughout the results of the revised manuscript; we appreciate this suggestion.
5. However, I would also recommend paring down some of the Boxes -it is tempting all of the rich data, but trimming down to produce a more concise paper would be beneficial.
Thank you. Given that Reviewer 1 also felt the Boxes of additional quotes were 'redundant' we have decided to omit these from the findings although have incorporated some of these quotes within the body of the results section (page 12, lines 22-27; page 16, lines 11-15; page 17, lines 29-34).
Despite the chaotic presentation, I found the findings fascinating and highly relevant to publish. A little more discussion on discrepancies (if any) between views of different participant groups would be useful.
Thank you for this observation; given the heterogeneity of the sample and that we treated the data as 10 cases, there were no apparent differences between the participant groups. A sentence reflecting this has been added to the strengths & limitations section of the discussion (page 26, lines 17-23).
6. The discussion is concise and discusses the principal findings succinctly. Strengths and limitations of the study are clearly discussed. A short sentence about what further research could be undertaken would be a strong concluding statement.
Thank you for highlighting this point to add to our manuscript. We have therefore added to sentences within the discussion on page 25, lines 39-44.
7. Overall, I would recommend this paper be published with minor revisions. The topic area is important, the data is rich and findings have been thoroughly analysed. I would encourage the authors to consider whether their approach was inductive or deductive and whether framework or thematic analysis better guided their approach. The findings section of the paper could be rewritten to be presented in a more coherent format, so that the information presented was succinct without losing its richness.
Thank you for summarising your comments and suggestions, which we hope we have addressed above. 
VERSION 2 -REVIEW REVIEWER

